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THE PHYSICIAN SHORTAGE 


Since so many young and middle-aged physi- 
cians have been called into service in the Army 
and Navy, some areas of the country have ex- 
perienced in some degree a shortage, at least 
in numbers, of trained medical personnel. Var- 
ous devices have been adopted by different com- 
munities in an effort to stretch the medical serv- 
ices left available for the civilian population. 

The Connecticut State Medical Society has 
undertaken to inform the people of their state 
as to how they can help best utilize the doctors 
left there. We rather liked the suggestions this 
society makes to the people of Connecticut. 
Here they are: 

‘‘A Statement to the People of Connecticut’’ 

‘It does not appear that there will be an im- 
mediate shortage of physicians in any com- 
munity in this State but the entry into the mili- 
tary services of a large number of Connecticut 
physicians has created the necessity for a 
careful consideration of available medical serv- 
ice in order that it may be made to meet the 
demands of the care of our people. In order to 
aid the best and most efficient utilization of 
physicians’ time The Connecticut State Medical 
Society makes these suggestions to the people 


of Connecticut. 

“1. Call the physician to your home only 
when necessary. Go to his office when you can. 

‘*2. Help your doctor to plan proper use 
of his time by calling him before nine o’clock 
in the morning whenever possible. 

‘*3. Have an examination at the first sign 
of sickness. This helps to prevent long and 
serious illness. 

**4. Some conditions require treatment in the 
hospital but hospitals are crowded and if your 
physician is able to take care of you at home 
you are urged to follow his advice. 

‘*5. When you call your doctor's office by 
telephone do not insist on speaking with him. 
Telephone conversations are often prolonged 
and take valuable time. Give your message to 
his nurse or office attendant. 

‘6. Every physician left in civilian practice 
is probably dqing extra work in industry and 
public health and serving with draft boards. 
The demands upon his time are ever increasing. 
Help your doctor to conserve his health by 
avoiding unnecessary responsibilities for him 
and do not expect too many frills in your medi- 
eal eare these days. The population of our 
State has increased and more medical service 
has to be given by two-thirds as many physi- 
cians as we had a year ago but there are still 
enough to go around.”’ 


IF 


If your Journal does not reach you on time— 

If it is thinner than it was last year— 

If there are not so many pretty piectures— 

If fewer news items appear about you and your 
colleagues— 

If the variety of papers published is not as 
good as it was last year— 

If sometimes there seems to be a preponderance 
of war-slanted articles — 

In short, if you don’t find this Journal quite 
as pleasing to you as it once was— 

Just blame Hit, Hiro and Muss— 

Then go out and buy an extra war bond this 
month and help us finish the job— 

And don’t forget, while you’re at it, to fill out 

those war stamp books your youngsters have 

stacked away in the library. 
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Acute Abdominal Conditions 


WILLIAM W. HAGGART, M. D. 
Denver, Colo. 


IAGNOSIS and proper treatment of acute 

abdomens present one of the major surgical 
problems in the average practice. Laboratory 
facilities are unquestionably of a great aid, but 
in the last analysis the diagnosis must basically 
depend upon the surgeon’s personal reaction to 
the patient, as a result of a thorough physical 
examination. We are confronted continually, 
by the many lay jokes regarding emergency 
operations, and we are subjected to the criticism 
of the pathologists for having taken out a nor- 
mal appendix under the guise of it being an 
acute affair, but when you conscientiously be- 
lieve there is an acute condition within the ab- 
domen, it is much better to operate than to treat 
conservatively. I personally feel that out of ten 
cases, one is justified in taking out five normal 
appendices in order to protect the other three 
who really have an acute fulminating type of 
pathology. I also believe that one is not justi- 
fied, after making the diagnosis of acute ap- 
pendicitis, in waiting even hours before surgery 
is instituted. Even when there is an obvious 
abscess, I cannot see that you improve the situa- 
tion by allowing it to wall off. My feeling 
is that nature is doing her utmost to take care 
of this infection, and if a vent is given this 
most certainly aids Nature in her work. In 
these troubled times where a great number of 
the populace are under high nervous tension, 
acute abdominal conditions are undoubtedly go- 
ing to inerease. Such conditions as perforating 
uleers are unquestionably aggravated by high 
nervous tension. Again, the type of infection 
which we will encounter for the next several 
years, the virulence of which is being rapidly 
inereased by the congregating of a large num- 
ber of men such as we see in war time, is most 
certainly going to be much more severe than in 
ordinary peace time. 

Of all the facilities which we have at our 
hands for the diagnosis of acute surgical con- 
ditions of the abdomen, the two most important 
are, first, the history, and second, the physical 
examination. Laboratory procedures such as 
sedimentation, blood work, urine examination, 
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ete., are unquestionably very helpful, but should 
not stand in the way of a diagnosis if they do 
not fit into the clinical picture. In every ease, 
a very careful history, both past and present, 
should be taken. It should be very carefully 
noted how much therapy the patient has had, 
as I feel very definitely that especially the sul- 
fonamide group has a tendeney to mask symp- 
toms. Likewise, if the patient has had many 
opiates, the true condition of -the abdomen will 
be considerably masked. 


EXAMINATION 


The most important of all procedures is a 
complete and thorough physical examination. 
This examination should not be of the abdomen 
alone, but should be of the patient as a whole. 
The condition of the lungs and heart should 
be very definitely noted. On examination of 
the abdomen, a differentiation should be made 
between voluntary and involuntary spasm. This 
is a fine diagnosis, and is accomplished only 
by experience, but it is a very important point— 
perhaps the key to proper diagnosis of abdom- 
inal conditions. The site of this spasm should 
be carefully noted and whether it radiates from 
the point of greatest tenderness. Finally, last 
but not least, a rectal and vaginal examination 
should always be done in every acute abdominal 
condition. The information gained from these 
two procedures is of inestimable value. Too 
many times a diagnosis of an acute abdomen is 
made when a simple digital examination would 
have revealed an obstructing carcinoma of the 
rectum. 

The laboratory procedures of urine! examina- 
tion, blood examination, ete., are of value, but 
only in that they fit within the picture gained 
by the physical examination. In other words, 
if you find an acute abdomen with definite in- 
voluntary spasm, with a localized point of ten- 
derness in the right lower quadrant, you are 
not justified in avoiding surgery simply be- 
cause of a low white count. Most commonly in 
conditions like this the differential and sedi- 


.mentation procedures will poin* the true trend, 


but even this at times fails, and so one is put 
back on his own judgment of the case as he 
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sees it as the result of the physical examination. 
Likewise, I have seen cases in which for one 
condition or another they have been on the 
sulfonamide group for a considerable period 
of time. The blood count is so depressed that 
even in the face of superimposed acute infec- 
tion, there ‘is practically no reaction. 

An acute abdomen demands an immediate 
diagnosis, and when definite localized involun- 
tary spasm is present, immediate action. This 
is not the type of condition to warrant waiting 
for further observation. 


TREATMENT 

Surgical treatment of an acute abdomen is 
very definitely divided into three stages: the 
pre-operative, the operative, and the post-opera- 
tive. The pre-operative treatment must of 
necessity be hurried, but should be exercised 
that the patient is properly prepared for opera- 
tion by sedatives and that the body fluids are 
not too low. I think one is justified in wait- 
ing a couple of hours before doing the opera- 
tive procedure in cases of extreme dehydration 
in order to give intravenous fluids. This gives 
ample time for proper sedation which makes 
a more confortable anesthetic. 

The treatment of acute surgical conditions 
of the abdomen is immediate operation. The 
type of procedure employed should be from 
the point of view of aiding what nature has 
already attempted to do. In the case of ap- 
pendicitis, the basic principle here is to disturb 
the peritoneal contents as little as possible while 
accomplishing your objective. It is very un- 
wise procedure to make a léngthy operation 
out of a badly bound down, acute appendix, 
as this must of necessity open many new chan- 
nels for absorption of the toxic materials which 
nature has been doing her best to wall off. It 
is much better merely to give a vent to the 
abdomen, and, at a later date when things 
have quieted down, to go back in and get the 
appendix. In the case of free pus within the 
abdominal cavity, mere drainage is the rule 
rather than the exception as it is quite desir- 
able not to upset nature any more than is ab- 
solutely necessary. Where we are dealing with 
an acute perforation of a stomach or duodenal 
uleer, here again it is wise to do as little as 
possible. A piece of omentum is tacked over 
the perforation, reconstruction operations being 
deferred to a later date. I believe that one 
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should carefully suck from the peritoneal cavity 
as-much of the infected material as possible. 
This procedure can be done with very little 
trauma to the peritoneum, and I believe un- 
questionably saves some residual abscess. 

Since the advent of the sulfonamide drugs, it 
has been the practice in the presence of infee- 
tion to place some of the crystalline drug into 
the wound. This I feel is a very definite aid 
in acute surgical conditions in the abdomen, 
especially where there is a definite peritonitis 
started, as it is of great value in reducing 
the toxicity of the infecting organism. The 
erystalline drug also is of value in that it calls 
forth a large amount of serum from the peri- 
toneum which in itself is probably very bene- 
ficial in fighting toxemia. 

The proper placing of drains is another im- 
portant part of acute abdominal surgery. The 
ability of the individual to wall off pus and 
thereby greatly impede its systemic absorption 
is the greatest in the lower abdomen. It is these 
dependent areas which must be carefully drain- 
ed. In the ordinary ruptured appendix one 
should drain deep into the pelvis, to the stump 
of the appendix, and to the lateral gutter, as 
in each of these sites residual abscesses are apt 
to form. In the case of perforation in the up- 
per abdomen, it is physically impossible to com- 
pletely drain all of the peritoneal cavity. There 
are indeed many who believe that it is per- 
fectly foolish to institute any drainage here, 
but the tendency of a high perforation to pro- 
duce a lesser peritoneal abscess is very great, 
and, for this reason, I feel that all perforations 
around the stomach and duodenum should have 
a drain placed into the foramen of Winslow, 
thereby protecting to a certain extent this haz- 
ard of lesser peritoneal cavity abscess. I feel 
that it is very unwise to use a heavy tube type 
to drain as this produces an unnecessary amount 
of irritation. 

One cannot talk about drainage in caves of 
ruptured ulcers without mentioning the Pezzer 
catheter type of drainage for such perforations. 
I personally do not take to this very kindly as 
I feel the tendency toward the development of 
a duodenal fistula is too great, and basically 
see no advantage of this type of drainage. 

The post-operative care of acute abdomens is 
to my mind probably the most important part 
of treatment. The patient must be kept com- 
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fortable, and if there is any time that opiates 
are indicated, it is in fighting a generalized 
peritonitis. I believe in giving opiates by the 
clock for the first three days to insure absolute 
quietness. Next in importance is fluids, which 
should be given by vein as it is impossible and 
probably not desirable to try to make the patient 
take them by mouth. Glucose is a very valuable 
drug, and one should always plan to get in from 
50 to 75 grams of glucose a day. One must re- 
member that in this violent, overwhelming ab- 
sorption of toxic materials which must be brok- 
en down by the liver, the liver must have fuel, 
and its fuel is glycogen. Here again the sul- 
fonamide group is of value, especially where 
there is an overwhelming peritonitis with little 
pus. I usually figure on about 90 grams of 
the drug in twenty-four hours, having the blood 
concentration checked every other day. With 
a concentration of over 5 and under 9 I believe 
you are quite safe. This concentration is kept 
up for five to six days provided no complica- 
tions arise, and then the drug is withdrawn. 
On and after five or six days one must be on 
the lookout for obstructions. The Miller-Abbott 
tube, if passed early, is a life saver. It allows 
you to cut the toxicity of obstruction to a 
minimum, and gives you a chance to get the 
patient full of fluids before you are forced to 
do further surgery. There are some cases, how- 
ever, that it is nearly impossible to get this tube 
down, and in these cases I do not hesiate, un- 
der local anesthesia, to relieve the obstruction 
by pulling up and opening the first piece of 
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the distended small bowel encountered upon 
opening the abdomen. This is a relatively easy 
procedure, and, if necessary, can be done with- 
out moving the patient out of his room. A 
Pezzer catheter is placed into the bowel which 
rapidly decompresses the abdomen and in many 
instances reduces the edema which has caused 
the original obstruction. Upon the removal of 
the tube, the patient makes a very satisfactory 
and uncomplicated recovery. 

Finally, no paper on the acute abdomen is 
complete without at least mentioning deep 
X-ray therapy. I have not personally had a 
very large experience in the use of X-ray 
therapy in cases of general peritonitis, but re- 
ports coming from Kelly are such that one 
should always consider this type of treatment. 


COMMENT 

In conclusion, first, I believe that the phy- 
sical examination and history are of prime 
importance in making the diagnosis of acute 
abdomen ; second, that the operative procedure 
should be the simplest, with the thought always 
in mind that you are attempting to aid nature 
and not to make it more difficult for her ; third, 
that the sulfonamide group is of unquestionable 
value but it is by no means the cure-all. It is 
merely an aid to eutting down toxemia until 
the individual can develop his own resistance. 
Finally, the post-operative care of rest, fluids, 
and glucose is most certainly of great impor- 
tance in the successful treatment of a general 
peritonitis. 


Emergency Treatment of Abdominal Traumas 


E. PAYNE PALMER, M. D. 
Phoenix, Arizona 


ENETRATING wounds of the kidney are 

infrequent because of the protected position 
of the organs; usually they are associated in- 
juries. The liver and the right kidney or the 
spleen and left kidney may be injured simul- 
taneously. Posterior penetrating wounds may 
also injure the kidneys and are usually followed 
by the eseape of bloody urine through the 
wound. The cardinal sign of renal trauma is 
hematuria. While it is usually obvious soon 
after the trauma, it may not be apparent for 


several hours. Naturally there will be localized 
pain, muscle rigidity, and tenderness in the 
lumbar region. With hemorrhage and extra- 
vasated urine, there will be a tender mass. Ex- 
travasated urine also produces an early rise of 
temperature and leucocytosis. When a trauma 
is severe, there is profound shock and hemior- 
rhage. Shock must be combatted first. An ex- 
ploration should be done as soon as the patient’s 
condition will permit and preoperative prepara- 
tion can be carried out to perfection. When in- 
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tra-abdominal signs predominate, laparotomy 
should be performed. A long paramedian ab- 
dominal incision must be made to permit a 
thorough examination. Explore the abdomen 
for traumas; blood clots must be removed with 
the hands, blood and extravasated urine by sue- 
tion; then bleeding should be checked and in- 
juries repaired. The kidney should be palpated 
and the posterior peritoneal surface inspected. 
If the peritoneum has been penetrated and urine 
has drained into the peritoneal cavity, the 
peritoneal wound should be enlarged to deter- 
mine the location and extent of the kidney 
trauma. Otherwise, transperitoneal exploration 
of the kidney is not justifiable. When the signs 
point to a severe kidney trauma, it is better to 
make a somewhat transverse lumbar incision 
first, as a laparotomy followed immediately by 
a lumbar operation frequently produces severe 
or even fatal shock. Again inspection and pal- 
pation will reveal the trauma to the kidney. 
When the patient’s condition permits, all bleed- 
ing should be checked by clamping blood vessels 
individually, then carefully ligating or suturing 
bleeding vessels. One should remove such por- 
tions of the kidney as are deprived of arterial 
circulation ; all of the kidney should be remov- 
ed if more than one-third of its structure is in- 
volved in the trauma. Traumas involving one 
pole with the hilus and ureter free from trauma 
require a resection of the injured pole. When 
there is a penetrating wound in the pelvis of the 
kidney, a small rubber tube or eatheter should 
be introduced and left in place for drainage. 
A complete severence of the ureter necessitates a 
nephrectomy. In case of the presence of a 
missile, a casual search should be made to find 
it. When the patient’s condition is critical 
and hemorrhage continues, one must be con- 
tent with checking the bleeding by clamping 
the bleeding vessels individually, ligating and 
suturing when this can be done quickly and 
satisfactorily ; otherwise, pack the wound firm- 
ly with gauze, close the lumbar wound with a 
few through and through retention sutures, 
and delay further procedure until the patient’s 
condition improves sufficiently to permit com- 
pleting the operation with a fair degree of 
safety. Occasionally, after attention to the 
kidney trauma, the patient’s condition permit- 
ting, the incision is extended toward the midline 
to explore and deal with intra-abdominal lesions. 
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DIAPHRAGM WOUNDS 


‘One of the most important associated injuries 
is an abdomino-thoracie penetrating bullet or 
stab wound with involvement of the diaphragm. 
Penetrating wounds of the back below the level 
of the sixth rib are liable to perforate the ab- 
domen as well as the chest ; so the patient should 
be examined with this thought in mind. Fre- 
quently bullet and stab wounds in the dia- 
phragm are followed by the passage of intestine 
and omentum through the opening and into the 
thorax. If the opening in the diaphragm is 
large enough, a portion or all of the stomach 
may pass into the chest cavity. The herniation 
of an abdominal viseus through the perforated 
or ruptured diaphragm may cause but little im- 
mediate disturdance or it may produce difficult 
breathing, fixation of the chest wall, cyanosis, 
cough and pain. The physical findings are in- 
definite; consequently roentgen examination 
will aid in the determination. Abdomino- 
thoracic penetration may be followed by symp. 
toms indicating trauma both in the abdomen 
and the chest. Patients with an abdomino- 
thoracic wound are always in a serious condi- 
tion, but here again shock must receive first 
consideration. Embarrassed respiration is best 
treated by 100 per cent oxygen and hypodermic 
or intravenous morphine. As soon as_ the 
patient’s condition will permit, an early opera- 
tion should be performed. Whether to deal 
with such wounds by the abdominal route, a 
thoracic approach, or a combined abdomino- 
thoracic incision depends upon the location of 
the wound or wounds, the course of the penetra- 
tion, and the probable organs involved. In such 
cases it is usually advisable to consider the ab- 
dominal trauma as the most serious; therefore, 
treat the abdominal trauma first. After check- 
ing all bleeding and repairing the intra-abdom- 
inal-thoracic trauma, the perforation in the 
diaphragm should be repaired. Transabdominal 
repair of the injured diaphragm should be per- 
formed by enlarging the chest wall wound to 
permit a good exposure. At the completion of 
the operation it is advisable to expose the 
phrenic nerve in the neck and crush it to put 
the diaphragm at rest. 


NONPENETRATING 
INTRA-ABDOMINAL TRAUMAS 


Pereutaneous abdominal traumas usually re- 
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sult from direct force applied to the abdominal 
wall; they rarely occur from indirect force due 
to muscle effort. Traumas caused by blunt 
violence are of two types; the widespread 
traumas caused by a severe crush, and the limit- 
ed lesion following a sudden local trauma. 
Crushing injuries are usually multiple, often 
producing death within a short time. The limit- 
ed trauma is the most dangerous; frequently 
there are no external signs of trauma, and symp- 
toms of visceral trauma may be absent soon af- 
ter the accident. Cireumscribed blows more 
commonly injure the stomach and _ intestine 
when distended, also the bladder; on the other 
hand, diffuse force is apt to result in trauma to 
the more fixed and solid organs, such as the re- 
troperitoneal colon and duodenum and the liver 
and spleen. Pereutaneous injuries produce 
many types of traumas. Among these are, con- 
tusion and rupture of the free large and small 
intestine; retroperitoneal rupture of the colon 
and duodenum; tearing of the mesentery from 
the intestine; tearing of the mesenteric vessels ; 
tearing of the omentum; traumas to the mesen- 
teric omental and splenic vessels with resulting 
infarets; rupture of the liver and spleen—to- 
gether with an associated rupture of the blad- 
der, kidney, and diaphragm, postperitoneal 
hemorrhage, or a combination of any of these. 
These injuries are frequently fatal because their 
seriousness is not recognized early ; accordingly, 
emergency treatment is neglected, hospitaliza- 
tion is late; further since diagnosis is frequent- 
ly difficult, appropriate treatment is delayed. 
Patients arriving at the hospital after an acci- 
dent, apparently in good condition, should be 
carefully examined for trauma. Even with lack 
of symptoms and no evidence of a trauma, they 
should be put to bed and observed frequently. 
Blood pressure readings and pulse rate should 
be taken every half hour. Often in the presence 
of a ruptured viscus, definite symptoms may 
develop slowly. The presence of an acute ab- 
dominal pain, of muscle rigidity and tenderness 
with an anxious expression, of pallor, of an in- 
creasing pulse rate and a falling blood pressure 
should make one suspicious of a serious abdomi- 
nal trauma. Therefore, a careful examination 
should be made to determine the cause of the 
patient’s condition. In many eases a carefully 
taken and recorded history and a painstaking 
physical examination are sufficient for the diag- 
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nosis. Though under some conditions a definite 
diagnosis can not be made, time spent in at- 
tempting such a diagnosis, and in preparing 
the patient for an operative procedure, will in- 
variably reward one for the effort, for this time 
will give a decreased morbidity and a lower 
mortality. Pain will be fairly constant, al- 
though it may be absent immediately following 
the injury. Pain, however, usually follows im- 
mediately after the injury, varying in intensity. 
When the trauma is slight, the pain subsides ; 
but in case of rupture of a hollow viscus the 
pain will increase. Muscle rigidity and ten- 
derness may be absent early; though usually it 
coincides with the location of the trauma. The 
face may appear normal, but more often there 
will be an anxious expression and pallor. The 
pulse rate and blood pressure may be practically 
normal for a short time after the injury, pro- 
vided there is no shock or hemorrhage. With 
the onset of either of these, there will be an 
increase in the pulse rate and a lowering of the 
blood pressure. 

Percutaneous abdominal trauma patients face 
three great dangers, i. e., shock, hemorrhage, 
and the rupture of a viscus. 

Percutaneous rupture of any part of the gas- 
tro-intestinal tract results in hemorrhage and 
contamination of the peritoneum. While there 
may be no special symptoms or abnormal physi- 
cal findings immediately after the injury, with- 
in a short time abdominal pain, muscle rigidity, 
and tenderness will oceur; with hemorrhage 
there will be an increase in the pulse rate and 
a drop in the blood pressure. Plain roentgeno- 
gram of the abdomen taken with the patient in 
an upright position may show a gas bubble un- 
der the diaphragm. Though extravisceral air 
is a most important sign, still its absence does 
not preclude a rupture. In the same way rup- 
ture of the retroperitoneal duodenum and colon 
may be diagnosed by roentgenograms. 

Tearing of the mesenteric and omental vessels 
results in hemorrhage, which may call for an 
abdominal operation. Thrombosis of the super- 
ior mesenteric vein results in an acute abdom- 
inal pain on the right side of the abdomen, 
diarrhea, blood in the stool, and a peritoneal 
syndrome with meteorism and ascites, resemb- 
ling intestinal obstruction. Thrombosis of the 
inferior mesenteric vein produces a similar clin- 
ical picture, except that the pain is located on 
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the left side. The mesentery may be torn from 
the intestine, resulting in profuse hemorrhage. 
There will then be severe abdominal pain, 
nausea, vomiting, profound shock, together with 
evidence of hemorrhage. Infarct of the mesen- 
teric root may oceur. The clinical picture is 
one of very sudden acute, intestinal obstruction 
with internal hemorrhage accompanied by mark- 
ed shock. There will be a falling temperature, 
a rising pulse, pallor, early marked distention. 
Either of these conditions demands immediate 
operation. 

Minor traumas of the liver usually produce 
mild symptoms; these do not require operation. 
Rather they require rest in bed and close ob- 
servation. With the more serious traumas, 
there is spontaneous pain, pain on pressure over 
the lesion as well as pain radiating to the right 
shoulder. Musele rigidity is usually present 
with evidence of shock and hemorrhage. Seri- 
ous extensive traumas cause profuse hemor- 
rhage, shock, and bradyeardia; the latter may 
be pronounced. With rupture of the liver there 
is a high white blood count usually ranging 
from 13,000 to 28,000 white blood cells. Re- 
peated blood counts which show a progressive 
fall in red blood cells and a constant rise in 
leukocytes are indieative of loss of blood into 
a serious cavity. Shock must be treated first. 
With evdence of hemorrhage, exploration must 
be carried out as soon as the patient’s condition 
will permit. This is best done through a long 
transverse incision. Blood clots should be re- 
moved with the hands and the liquid blood by 
suction. Compression of the aorta or hepatic 
vessels may be necessary to check the hemor- 
rhage until other means can be used in order to 
complete the exploration. When the wound is 
extensive and the hemorrhage profuse, the 
wound should be packed with gauze sprinkled 
with’ powdered borie acid. When the wound is 
not too large or the bleeding not too profuse, 
packing with strips of the rectus muscle or 
omental tags held in position with chromic 
catgut sutures will usually check the bleeding 
and fill in the space. Suturing of the lacerated 
surfaces of the liver is preferable when it can be 
done satisfactorily, following the procedure pre- 
viously described. Large pieces of the liver 
may be found detached ; these must be removed, 
as well as all portions of the liver with bile 
duets torn across or with imparied circulation. 
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Pereutaneous traumas of the spleen are rela- 
tively common. They may be so slight as to 
cause but little discomfort, or so severe as to 
result in death soon after the accident. These 
traumas can be classified as intracapsular rup- 
ture, rupture of the capsule, and thrombosis of 
the splenic vein. Intracapsular traumas result 
in hemorrhage of varying degree, which may 
check and be absorbed or form a clot and or- 
ganize, resulting in only slight discomfort and 
a complete recovery. On the other hand the 
hemorrhage may continue or repeated hemor- 
rhages may expand and rupture the capsule. 
The rupture of this capsule may oceur within 
a few hours or be delayed a number of days 
after the injury, resulting in localized pain and 
tenderness, pain in the left shoulder (Kehr's 
sign), and faintness. Rupture of the capsule 
at the time of the accident is accompanied by 
laceration into the spleen. This may be so 
slight as to produce no pereceptable signs of 
trauma or so extensive as to extend into the 
hilum, with immediate signs of traumatic shock 
and hemorrhage. Pain may be complained of in 
the upper left fossa of the abdomen and in the 
left shoulder. There may also be localized 
muscle rigidity and tenderness. With profuse 
hemorrhage and the formation of large clots, 
there is fixed dullness in the upper left fossa 
and shifting dullness in the lower fossas of the 
abdomen. Laboratory examinations are most 
important. Roentgenograms show an increased 
density in the upper left fossa, an elevation of 
the left side of the diaphragm, and displacement 
of the stomach to the right. Blood examination 
will show a lowered hemoglobin estimation and 
diminished red blood cell counts with an in- 
crease in the white cells and in the percentage 
of the polymorphanuclears. Traumatic rup- 
ture of the spleen in an exceedingly grave con- 
dition; it should be suspeeted in every percu- 
taneous abdominal trauma. Approximately 
twenty-five per cent of the cases with traumatic 
rupture of the spleen succumb quickly. It is 
estimated that from 90 to 95 per cent of the 
unoperated cases succumb, and the mortality in 
the operated cases is from 30 to 50 per cent. 
In mild traumas of the spleen, the patient must 
be at rest in bed in a hospital under close ob- 
servation with frequent checking and recording 
of the pulse rate, blood pressure, and blood pic- 
ture. If evidence of hemorrhage occurs, an 
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immediate operation is indicated. More serious 
cases should be operated as soon as they can 
be properly prepared. Those in shock must, 
of course, be treated for this condition, but 
because of the severe hemorrhage in these cases, 
operation must be done at the earliest possible 
moment. Splenectomy is advisable for trauma- 
tic rupture of the spleen. In those cases that 
cannot survive splenectomy, guaze sprinkled 
with powdered boric acid may be packed into 
the wound in the spleen to check the hemor- 
rhage; then the abdominal wound may be 
brought together and held by a few through and 
through silk sutures. As soon as the patient’s 
condition will permit, splenectomy should be 
performed. Thrombosis of the splenic vein may 
oceur after a slight trauma; it will result in 
enlargement of the spleen, pain in the upper 
left fossa of the abdomen and left shoulder. 
There will also be a sensation of fullness or 
stretching in the region of the spleen; esopha- 
geal and gastric hemorrhage will occur later, 
and blood may be evacuated with the stool. The 
blood pieture shows inhibition of the bone mar- 
row. 


Percutaneous traumas of the pancreas are 
comparatively rare, because of the protected 
location of the gland. Rupture of the prever- 
tebral portion is exceedingly rare, whereas rup- 
ture of the left half of the gland occurs more 
frequently ; it is commonly associated with in- 
juries of other viscera, such as the liver, spleen, 
stomach, duodenum, jejunum, and transverse 
colon. In all upper abdominal traumas one 
should examine the pancreas carefully. Hemor- 
rhage and shock usually follow rupture of the 
pancreas; there will also be severe upper ab- 
dominal pain. nausea, and vomiting as well as 
notable muscle rigidity and tenderness in the 
upper abdomen. The leucocyte count may be 
normal or a mild leucocytosis may be noted; 
the increase of amylosein the blood and urine 
is also diagnostically significant. Here hemor- 
rhage is usually profuse and should be checked 
with sutures, with care being taken to avoid the 
ducts. If the tail is ruptured across, severing 
the duets, it will be necessary to remove it. If 
there is leakage of pancreatic juice, drainage 
will be necessary: by means of a posterior pune- 
ture through which a Penrose drain is passed. 
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ASSOCIATED NONPENETRATING 
INTRA-ABDOMINAL TRAUMAS 


Traumatic percutaneous rupture of the blad- 
der occurs most frequently in the posterior por- 
tion of the vault in the adult male. The rup- 
ture in the bladder may be intraperitoneal or ex- 
traperitoneal; the former is the most serious. 
Intraperitoneal rupture of the bladder is follow- 
ed by pain in the lower abdomen which later in- 
volves the entire abdomen. There is tenesmus 
inability to void or only a few drops of bloody 
urine is passed. General abdominal tenderness 
and muscle rigidity develop in a short time. One 
should hesitate to catheterize for fear of intro- 
ducing infection. If it is deemed necessary to 
catheterize or cystoscope, either of these should 
be done with strict aseptic technique. Catheter- 
ization will disclose a partly empty bladder with 
bloody urine drawn off; cystoscopy will reveal 
the location of the rupture and its extent. Ex- 
traperitoneal rupture of the bladder results in 
tenesmus in inability to void or in only a few 
drops of blood urine being passed, in suprapubic 
pain, in a tender mass and low abdominal musele 
rigidity. Here, too, catheterization will reveal a 
partly empty bladder with bloody urine drawn 
off; and cystoscopy will disclose the loeation 
and extent of the trauma. Percutaneous rup- 
ture of the bladder should be operated as soon 
as the diagnosis is made and the patient can 
be properly prepared. Precisely the same pro- 
cedures should be carried out as in penetrating 
wounds of the bladder. 

Traumas to the kidney without rupture of 
the capsule or pelvis cause only mild symptoms 
such as localized pain, muscle rigidity and ten- 
derness. Hematuria may be present for a 
short time. Rest in bed and close observation 
are important. Laceration of the kidney will 
result in more marked symptoms. Signs fre- 
quently indicate the presence of shock and 
hemorrhage. The presence of muscle spasm 
and a painful tender mass in the lumbar region 
indicate a renal trauma. Hematuria is usually 
present for several days. Shock, if present, 
should receive first consideration. When the 
patient’s condition does not appear critical, 
with no indication of continued hemorrhage as 
shown by the pulse rate and blood pressure 
readings, operation is not indicated. Conser-— 
vative treatment usually yields good results, 
such as absolute rest in bed, avoiding moving 
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the patient, morphine to relieve pain, and a 
liquid diet. Watch closely for signs indicating 
hemorrhage and urinary extravasation; im- 
diate exploration is indicated if either of these 
conditions is manifest. Rupture of the kidney 
results in shock and hemorrhage. Hematuria is 
the most constant finding. Naturally there is 
localized pain, muscle rigidity, and a tender 
mass. Urinary excretion may continue after 
complete rupture of the kidney with extravasa- 
tion of blood and urine into the perirenal tissue. 
High temperature and leucocylosis will be mani- 
fested early. If the peritoneum over the kidney 
is torn, the blood and urine from the ruptured 
kidney will drain into the peritoneal cavity 
so there will be an absence of a mass in the 
loin with a shifting flatness in the flanks. 
There will also be early signs of peritonitis. 
With evidence of rupture of the kidney, ex- 
ploration should be done as soon as the patient’s 
condition will permit with safety. Shock should 
be given first consideration. One should re- 
member that the operative mortality for rupture 
of the kidney is high and that operations on 
the kidney directly after laparotomy are fre- 
quently fatal; therefore, one must be careful in 
deciding the method of approach with symp- 
toms indicating combined intra-abdominal 
trauma and rupture of the kidney. Transperi- 
toneal exploration of a ruptured kidney is con- 
traindicated unless the signs of intra-abdominal 
trauma are conspicuous and there is evidence 
of fluid in the peritoneal cavity. If the symp- 
toms indicate the more serious trauma to be 
in the kidney, a somewhat transverse lumbar 
incision should be made; then after exploration 
of the kidney and correction of its injury, if 
it is deemed necessary, the incision can be ex- 
tended toward the midline, and the peritoneum 
opened and explored. Through an abdominal 
incision after exploration and after attention 
to the abdominal trauma, if any be found, the 
kidney region should be inspected and palpated 
carefully. In case there has been a tearing of 
the peritoneum and drainage of urine into the 
peritoneal cavity, the peritoneal wound should 
be enlarged for examination of the kidney in 
order to determine the extent and the nature 
of the trauma. Before proceeding with repair 
of the damage, the abdomen should be freed 
of urine and blood by suction and mopping 
with warm moist sponges. Through either in- 
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cision all bleeding should be checked by clamp- 
ing blood vessels individually, then carefully 
ligating or suturing the vessels. Portions of 
the kidney deprived of arterial blood supply 
must be removed. Traumas involving one pole 
with the hilus and ureter free from a trauma 
call for a resection of the injured pole. Traumas 
involving more than one-third of the kidney 
substance, fissures extending into the hilus, or 
a tear across the ureter are definite indications 
for nephrectomy, provided the patient’s condi- 
tion will permit the procedure with safety ; 
otherwise, pack the wound firmly with gauze 
and delay the radical procedure until the 
patient has improved sufficiently to permit the 
operation with safety. All of these cases require 
special preoperative preparation, expertly ad- 
ministered anesthesia, oxygen, blood transfu- 
sions, and normal saline solution during and 
after the operation. 


Percutaneous rupture of the diaphragm may 
result in slight signs or there may be shock, 
cyanosis, dyspnea, fixation of the chest wall, 
and localized pain. The physical findings are 
usually indefinite. Roentgenograms can _us- 
ually be depended upon for a correct diagnosis. 
With an associated upper abdominal lesion and 
with the patient in proper condition for opera- 
tion, a transabdominal repair of the injured 
diaphragm can be carried out. 


SELECTION OF PATIENTS 


Recent advances in surgery have taught us 
to be more careful in evaluating the patient's 
fitness for surgery. Preoperative preparation 
of the patient, pre-anesthetic sedation, and the 
postoperative treatment are frequently of more 
imporance than the operation. Because of this, 
the number of conditions in which immediate 
operations are considered necessary has decreas- 
ed greatly in recent years. 


PREOPERATIVE PREPARATION 


Preoperative preparation demands the em- 
ployment of every therapeutic aid necessary to 
obtain the best condition possible for the pa- 
tient. Some of the preoperative measures in- 
clude heat, morphine, 100 per cent oxygen, 
whole blood transfusions in adequate amounts, 
acacia, plasma or serum when whole blood can- 
not be obtained, normal saline solution, and 
glucose in normal saline solution, adrenal-cor- 
tex extract (Corten), and from 1,500 to 3,000 
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units of tetanus antitoxin, the latter being 
given after testing for sensitivity. 


PRE-ANESTHETIC SEDATION AND 
ANESTHESIA 

While the surgeon should have enough knowl- 
edge of anesthesia to appreciate the applicabil- 
ity of the different anesthetic agents and dos- 
ages to meet the requirements of the average 
surgical case, yet, in abdominal traumatic emer- 
gencies, because of their gravity, when an oper- 
ation is decided upon, the surgeon should eall 
a trained anesthetist. Pre-anesthetic prepara- 
tion and the choice of the anesthetic agent must 
be given most careful consideration. Both the 
pre-anesthetic sedation and the anesthetic agent 
must be individualized. The selection of the 
anesthetic agent should be upon the basis of 
the patient’s condition and the operative pro- 
cedure anticipated. In the very serious cases 
it is advisable to give morphine sulphate 14 gr. 
and scopolamine hydrobromide 1/100 gr. in 
combination intravenously and begin the opera- 
tion under local infiltration anesthesia. Later 
cyclopropaine can be administered if and when 
needed. Cyclopropaine is an excellent anesthe- 
tic agent for use in cases of impending or estab- 
lished shock. Its poteney is such that concen- 
trations of oxygen ranging up to 75 or 80 per 
cent by volume are possible in its administra- 
tion, and this combination forms an excellent 
basis for re-inforcement by ether. Strictly low 
continuous spinal anesthesia, held to the small- 
est amount of the agent capable of maintaining 
anesthesia, is fairly safe even in the most serious 
cases and will give good relaxation of the ab- 
dominal walls for exploration and deep opera- 
tive procedure. Neosynephrin hydrochloride 
in doses of 0.25 to 0.5 ¢.. of one per cent solu- 
tion, should be given hypodermiecally just be- 
fore the spinal anesthesia is administered and 
repeated if required to correct any fall in blood 
pressure. Oxygen 100 per cent and venoclysis 
of glucose in normal saline solution should be 
given continuously. Whole blood, acacia, 
plasma and serum should be given in adequate 
amounts to maintain blood balance. 


OPERATIVE PROCEDURES 
The operation should be rapid—but not hasty 
—simple, and consuming the least time possible. 
Far too frequently a grave error is made in 
attempting too much surgery on patients seri- 
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ously injured. Again, intra-abdominal explor- 
ation in these patients requires a long para- 
median or a mid-line incision. Upon opening 
the abdomen, blood clots and semi-solid faecal 
material should be removed with the hands; 
then the cleansing process should be continued 
with suction. Next check all hemorrhage ; there- 
after systematically examine for traumas to the 
viscus, keeping in mind that gentleness will do 
no harm, whereas rough handling will increase 
shock and destroy the natural defense of the 
tissues. Patients in a serious condition should 
be given, while undergoing an operation, enough 
oxygen to prevent anoxia and anoxemia, an 
adequate amount of whole blood, acacia, plasma, 
serum, glucose, and normal saline solution. 
Many desperate cases can be carried through 
the operation and on to recovery if the blood 
balance can be maintained. Whole blood trans- 
fusions of as much as 3.000 ¢.e. may be requir- 
ed to effect this end. Blood plasma and serum 
are ideal substitutes for whole blood and can 
be given in large quantities. 

Contamination of the peritoneal cavity by 
penetrating wounds or rupture of hollow viseus 
with a consequent spilling of their contents does 
not always require drainage ; many cases do well 
without this. One should, however, make an 
effort to remove contaminating foreign material 
from the peritoneal cavity at the time of opera- 
tion. Patients frequently die of spreading peri- 
tonitis because absorbed toxins have not been 
adequately neutralized. Local and general im- 
munity are the processes which actually protect. 
For approximately seven years I have been us- 
ing Coli-Baetragen, prepared under the direc- 
tion of Bernhard Steinberg, as a protection 
against all of the usual peritoneum infesting 
bacteria (except tubercle bacillus) beeause of 
the protecting mechanism is dependent upon 
non-specific phagocytosis. At the time of the 
operation, just before the closure of the abdom- 
inal wall, twenty-five ¢.c. Coli-Bactraged warm- 
ed to body temperature, is introduced into the 
peritoneal cavity. There is little or no reaction. 
The protection against peritonitis is said to ap- 
pear within three hours and to maintain maxi- 
mum effectiveness for three days. A _ re-injec- 
tion may be made into the peritoneal cavity on 
the fourth day if further protection is desired. 
Adhesions are also minimized since Coli-Bae- 
tragen has been found experimentally to inter- 
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fere with the formation of fibrous bands. Clini- 
cal investigation has shown that Coli-Bactra- 
gen is also very effective in the early stage of 
peritonitis. We have used Coli-Bactragen in 
a considerable number of perforated and rup- 
tured wounds of the intestine, and we feel that 
the results obtained justify continuing the pro- 
cedure. Should one not feel justified in clos- 
ing the abdomen without drainage, a Penrose 
drain can be introduced and the abdominal wall 
closed around the drain. The drain can be 
clamped to prevent escape of the Coli-Bactra- 
gen. Later if it appears as if drainage should 
be established, the clamp can be removed. If 
there are indications of increasing peritonitis, 
another twenty-five ¢.c. of warm Coli-Bactra- 
gen can be introduced through the Penrose 
drain, and the latter can again be clamped. 

I am ‘in receipt of a recent letter from Dr. 
Bernhard Steinberg containing the following 
paragraph. ‘‘You may quote me as unpublish- 
ed data that penetrating gunshot wounds of the 
abdomen were produced in dogs and Coli-Bac- 
tragen administered at various intervals varying 
from a few minutes to twenty-four hours after 
the injury. It was found that Coli-Bactragen 
did not influence adversely the shock incident 
to the injury and that all the dogs which re- 
ceived Coli-Bactragen within a_ period of 
twenty-four hours following the injury surviv- 
ed, while the control dogs died. It was also 
found that during the period of the first twelve 
to fourteen hours following the injury death 
may occur from shock. Peritonitis deaths take 
place on the second or third day. Coli-Bactra- 
gen did not prevent deaths due to shock, 
but when administered it produced a more rapid 
exudative reaction which resulted in a rapid 
closure of the intestinal perforations.”’ 

The prophylactic use of sulfanilamide in 
traumatic abdominal perforations has apparent- 
ly resulted in a marked reduction in the mor- 
bidity and mortality in these cases. Though 
it is true that peritonitis of traumatic origin is 
a polymicrobie infection and that sulfanilamide 
is not fully effective against all the bacteria 
present, still other conditions appear to be fav- 
orable to the therapeutic action of the drug. 
The number of contaminating organisms is 
relatively small, and cellular defense is present 
in most cases. Therefore it is advisable in the 
apparently contaminated cases of penetrating 
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abdominal wounds, without perforation of the 
intestine and spilling of their contents into 


‘the peritoneal cavity, to resort to the use of 


sulfanilamide. Clinical and experimental in- 
vestigation has shown that sulfanilamide does 
not interfere with wound healing, and no irri- 
tative effects are noted. It also slows up early 
growth of bacteria in the tissue. In cases where 
the use of sulfanilamide is indicated in adults, 
from 10 to 12 gm. of the sterile crystalline drug 
is placed in the peritoneal cavity just before 
the peritoneum is sutured; 2 to 4 gm. of the 
drug are sprinkled into the abdominal wall be- 
fore closure or partial closure of the wound. 
The use of large amounts of the drug—amounts 
as high as 15 to 20 gm.—earries a distinet haz- 
ard in the possibility of severe toxic reactions 
of hypersensitive persons. One should maintain 
an optional concentration of 0.04 to 0.06 gm. 
of the sulfanilamide per 100 ¢.c. blood for five 
days or more, administering the drug orally, 
rectally, or by hypodermoclysis. The average 
daily dose for adults is 3 gm. The dose of the 
drug is regulated according to age and weight 
of the patient, remembering that children have 
a relatively high tolerance for the drug. 

The use of small annealed steel wire, cotton, 
or silk sutures, employing the interrupted, loose, 
small bite stitch for closing the operative inci- 
sion, will avert wound disruptions. Because 
of the loss of tissue in many abdominal wounds, 
these wounds have to be closed under great ten- 
sion; consequently it is well to relieve tension 
in every possible way at the time of the first 
closure. First a series of tension sutures %4 inch 
apart should be made; then each tissue layer 
should be sutured separately. For a defect in 
which closure is impossible, pack with gauze 
impregnated with vaseline. Later when the 
patient’s condition is favorable, a plastic pro- 
cedure can be carried out. 


POSTOPERATIVE TREATMENT 

A high percentage of patients surviving an 
operation performed during the first six hours 
after injury will recover if given close attention 
and proper postoperative treatment. All cases 
should receive inhalations of oxygen 100 per 
cent until the condition of the patient will 
justify its discontinuance. Again the blood 
balance must be maintained by repeated trans- 
fusions of whole blood. Acacia, plasma, or 
serum should be given when whole blood is not 


72 SOUTHWESTERN MEDICINE 


available or when especially indicated; glucose 
in normal saline solution and in distilled water 
should be given in large quantities, from 5,000 
to 7,000 ¢.c. of fluids each twenty-four hours. 
The free use of morphine is indicated, enough to 
give complete rest. Eliminate all unnecessary 
handling. Adrenal-cortex extract (Corten) in 
repeated doses is beneficial to patients suffering 
from shock. Distressing postoperative symp- 
toms can in a large measure be prevented by the 
employment of the indwelling stomach or small 
intestine tube. The indwelling tube should be left 
in place until a normal gastro-intestinal balance 
has been established. The colon tube can be 
used to relieve gas in the rectum. Enemas 
should not be given until normal peristalsis is 
established. Avoid tightly applied dressing and 
encourage forced deep breathing as soon as the 
patient’s condition will permit. Keep a close 
watch on the cardio-vascular, the respiratory, 
and renal systems. Should a complication arise, 
call a medical consultant immediately. 


CONCLUSIONS 

The reduction of the high mortality due to 
traumas of the abdomen lies first and foremost 
in the dissemination of much of the information 
enbodied in this paper. There is little here 
that has not previously been said. Many of you 
are as familiar with this subject as I. And yet 
at the same time there are many physicians 
engaged in general practice who have not had 
the opportunity to inform themselves on much 
that I have outlined. 


But equally, and perhaps of greater impor- 
tance, is the need for instructing the laity in 
proper procedure when an accident occurs. It 
is indeed rare for a physician to be first at the 
scene of an accident. And in those first pre- 
cious moments there are a few simple proce- 
dures the layman could do or abstain from 
doing—that would expedite our task enormous- 
ly and would save many lives that are now need- 
lessly being sacrificed. 
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< AMERICA AT WAR 


GAS DEFENSE ORGANIZATION PLAN 


Recommendations for the guidance of State 
and local defense councils in the organization of 
gas defense programs were recently issued by 
the Office of Civilian Defense through its Medi- 
eal Division, which is responsible for the ad- 
ministrative and technical organization of gas 
protection, in Operations Letter No. 91 (Sup- 
plement No. 2 to Operations Letter No. 42). 

Head of the recommended State gas organi- 
zation is the State Gas Consultant, appointed by 
the State Defense Council. This official should 
be a chemist, chemical engineer or sanitary engi- 
neer, preferably selected from or attached to 
the State health department, since many of the 
problems in gas protection are related to the ac- 
tivities of that agency. His duties include as. 
sistance to local U. S. Citizens Defense Corps 
Commanders in the selection of Senior (local) 
Gas Officers and in arranging for the training 
of the latter. He should also serve as a con- 
sultant on loeal programs. 

The Senior (local) Gas Officer should have a 
college degree in engineering or chemistry, or 
equivalent scientific training, and should have 


had experience in some branch of engineering 


or chemistry in an administrative, educational . 
or industrial capacity. It is advisable that he 
be a member or a deputized officer of the local 
Health Department since many of his respon- 
sibilities are in the field of that department’s 
activities. To assist him, he should have assis- 
tant gas officers and gas reconnaissance agents. 

The development and operation of the local 
gas program and integration of its activities 
with other services are the responsibility of the 
Senior Gas Officer. He must select his assis- 
tants and provide for their training; prepare 
inventories of equipment and supplies necessary 
for gas defense; help develop an educational 
program to promote and maintain civilian 
morale, and assist in the development of an 
adequate gas alarm. During a gas attack, he 
will direct gas defense from the Main Control 
Center. Assistant Gas Officers may be assigned 
to district control centers. He is responsible 
for identifying the type of gas used, for de- 
limiting the contaminated areas, and for de- 
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termining the safety of such areas after decon- 
tamination. 

The duties of the Gas Reconnaissance Agents 
are defined in the Operations Letter as follows: 
detection of gas and identification of the agent 
used ; delineation of gassed areas and, following 
decontamination, inspection to determine the 
completeness thereof prior to reoccupancy. 
Their recommendations should cover evacuation 
of personnel and dispatch of decontamination 
units. It is recommended that these workers 
be appointed and trained in the proportion of 
two to four per hundred thousand of popula- 
tion. 

The Senior Gas Officer must cooperate with 
all the units of the local defense organizations, 
since the activities of all will be affected by a 
gas attack. In addition, he will serve as adviser 
to the health department or other local agency 
responsible for the safety of food and water 
supplies, giving technical advice on the decon- 
tamination, seizure, destruction and disposal 
of food and water exposed to chemical warfare 
agents. 

Training for State Gas Consultants and Sen- 
ior (local) Gas Officers is being provided by 
the Medical Division in ‘‘ gas specialist courses”’ 
at the War Department Civilian Protection 
Schools on behalf of and in collaboration with 
the Office of Civilian Defense. These schools 
are carried on in the following colleges and 
universities: Amherst College, Amherst, Mass, ; 
Loyola University, New Orleans, La.; Purdue 
University, Lafayette, Ind.; University of 
Washington, Seattle, Wash.; Stanford Univer- 
sity, Palo Alto, Calif.; and Occidental College, 
Los Angeles, Calif. 


PROTECTION OF WATER SUPPLIES 
IN WAR EMERGENCIES 


A plan of organization for an emergency pro- 
gram to assure adequate water supplies in the 
event of a war disaster is recommended in Cir- 
cular, Medical Series No. 26, ‘‘ Appointment and 
Duties of State and Assistant State Water Sup- 
ply Coordinators,’’ issued by the Office of Civil- 
ian Defense for the guidance of State and local 
Defense Councils. 

The State Water Supply Coordinator is to 
be appointed as an official of the State Defense 
Council, on recommendation of the State De- 
partment of Health, the Cireular advises. The 
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Circular states that a member of the State agen- 


ey having supervision over municipal water 


supplies would be a desirable appointee. He 
should work in close cooperation with the State 
Department of Health or other State agency 
responsible for water works and with the Re- 
gional Sanitary Engineers of the Office of Ci- 
vilian Defense. 


The duties of the State Water Supply Co- 
ordinator according to the Cireular, should be 
to: 
(1) Prepare plans, rules and regulations for 
adoption by the State Defense Council and be 
responsible for administering the rules and 
regulations adopted. 

(2) Institute and develop the mutual aid 
plan within the State as suggested in Sanitary 
Engineering Bulletin No. 1, U. 8. Office of Ci- 
vilian Defense, and be responsible for its oper- 
ation at the State level during emergencies. 

(3) Coordinate the emergency water sup- 
ply program with other civilian defense activi- 
ties. 

(4) Develop a program for and coordinate 
the efforts of Zone Water Supply Coordinators. 

(5) Cooperate with the Regional Sanitary 
Engineer, Office of Civilian Defense, and de- 
velop interstate mutual aid. 

To facilitate the program, the Cireular sug- 
gests the establishment of zones or districts with- 
in States, which will be under the direction of 
Assistant State (Zone) Water Supply Coordin- 
ators. Such coordinators should be selected 
from leading waterworks officials in the areas. 
The duties of this official are set forth in the 
Cireular as follows: 

(1) To negotiate pacts among localities for 
the operation and financing of the mutual aid 
plan and be responsible for the administration 
of the program within the zone during emer- 
gencies. 

(2) To establish and maintain contact with 
local councils of defense and integrate the local 
emergency water supply program within the 
State program. 

(3) Advise local waterworks authorities on 
(a) technical aspects of emergency waterworks 
engineering, (b) recruitment and training of 
auxiliary personnel and emergency training of 
regular personnel, (c) integration of the emer- 
gency water supply program with other local 
protective services. 
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The Cireular recommends that in States in 
which emergency water supply programs are 
being carried on by regular State departments 
as adjuncts to their regular duties, the program 
be officially recognized as a part of the civilian 
defense program of the State and that its lead- 
ers be designated as outlined in the Circular. 


OCD BLOOD PLASMA RESERVE 

The Medical Division of the Office of Civil- 
ian Defense pointed out in a recent Medical 
Cireular that plasma reserves are available in 
every Civilian Defense Region for use in the 
event of casualties resulting from enemy action 
or sabotage. The circular emphasizes that this 
plasma may be used for life-saving in any 
disaster. If OCD plasma is used in non-war 
related incidents, its use may be considered as 
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a loan, and arrangements may be made later for 
its replacement, it is pointed out. 

Through monthly reports issued by the blood 
plasma section of the Medical Division, Region- 
al Medical Officers keep all chiefs of Emergency 
Medical Service, hospitals and American Red © 
Cross Disaster Relief Chairmen informed con- 
cerning the amount and distribution of plasma 
reserve available in their States, and how locali- 
ties may secure additional supplies in emer- 
gencies. 

In cities where reserves are stored, they may 
be obtained by hospitals through the local Chiefs 
of Emergency Medical Service. If a community 
is without plasma or if its supplies are deplet- 
ed, the local Chief of EMS may obtain addition- 
al plasma in emergencies from the State Chief 
of EMS. 
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Clarence N. Boynton, B. S., M. A. 


(An Appreciation) 

en Clarence N. Boynton, of the 

Pathological Laboratory in Phoenix, was 
not an ““M. D.,” association with 
medical practice for thirty years, the contribu- 
tions made by him to medical progress, and his 
services to the profession in Arizona, were so 
outstanding that this expression of appreciation 
is entirely in order. For thirty years he was 
technical director of the clinical laboratory 
work in the institution which he helped to found, 
and his passing on February 2nd left a host 
of doctors who mourn the loss of a friend and 
colleague, an eminent citizen who made in- 
valuable contributions to many constructive ac- 
tivities in this state. 


his elose 


Clarence Boynton will doubtless be held 
in grateful memory by more people for his 
character building work with boys and young 
men and his good citizenship activities in Ro- 
tary International and other community organ- 
izations, than for his connection with the medi- 
cal institution of which he was co-director. Al- 
though the purpose of this appreciation is to 
salute his service to the medical profession, one 
or two achievements in these avocational fields 
deserve mention in this place. For twenty 
years he was scoutmaster of Troop No. 10, or- 
ganized by him in the First Congregational 
Church of Phoenix. He refused the presidency 
of the Roosevelt Scout Council because it would 
have meant resigning as scoutmaster of his 
troop, and he preferred to maintain this person- 
al contact with the boys. He was the first 
person in Arizona to receive the “‘Silver Beav- 
er’’ honor award from the National Scout Coun- 
ceil, as a recognition of his outstanding work 
in seouting. Recently it was estimated that 


2 

4 
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more than four hundred families in Phoenix 
had come under his influence through having 
had boys in Troop 10, and there are now sixty- 
five ‘‘graduates’’ from that troop in the armed 
forces of their country. As a Rotarian, he en- 
tered the Phoenix club in 1916, shortly after its 
organization, and had a record of perfect atten- 
dance for more than fifteen years. He served 
them as a Director for several terms, as Vice- 
President, as President, was District Governor 
for Arizona, with the unique distinction of serv- 
ing in that capacity twice, the second time to 
fill out the unexpired term of A. C. Taylor, who 
was accidentally killed after serving only half 
his term. With the highest degrees in Masonry, 
he was an active participant in their work, and 
his interest in youth naturally made him a trust- 
ed adviser in the De Molay organization. 

When Boynton arrived at St. Luke’s Home 
in Phoenix, in October, 1912, he was preceded 
by a letter from Bishop Atwood, telling about 
the young professor of chemistry from Middle- 
bury College in Vermont, who was coming to 
Phoenix with his young wife, to regain his 
health following a breakdown from tuberculosis. 
The Laboratory of St. Luke’s Home had been 
established in 1911 by the resident physician 
and B. R. Cocks, its superintendent, for the 
primary purpose of making blood and sputum 
examinations on patients at the Home, and ear- 
rying on some research work in tuberculosis. 
Shortly after Boynton’s arrival, a problem was 
presented by a patient who was having a severe 
hemorrhage of near fatal proportions. The 
question arose of trying the treatment of lung 
compression by artificial pneumothorax which 
had been brought into prominence by a paper 
and discussions at the American Medical As- 
sociation meeting in Los Angeles in 1911. Em- 
phasis had been laid on the importance of us- 
ing nigtrogen which must be chemically pure 
and sterile. Later, this was found to be un- 
necessary, but in 1912 it was the sine quo non 
essential for this treatment. The problem was 
broached to Mr. Boynton who promptly re- 
jected the method advocated by the author of 
the paper read in Los Angeles, which was to 
absorb the oxygen from the air with pyrogallic 
acid and use the residual nitrogen. This tech- 
nie was too ‘‘messy’’ and unscientific for a 


chemist and Boynton proposed obtaining pure 
unadulterated 


and nitrogen by the simple 
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process of heating together solutions of sodium 
nitrite and ammonium chloride. These chemi- 
cals react readily when heated, giving off pure 
nitrogen and leaving behind only sodium chlor- 
ide and water. With two discarded one gallon 
cough syrup bottles from the drug room, some 
glass tubing bent to suitable shape and lengths, 
rubber corks with holes bored through them, 
and the necessary lengths of rubber tubing, a 
gravity apparatus was devised for introducing 
the nitrogen. With this the first therapeutic 
pneumothorax to be administered in Arizona 
was given, with complete success. The method 
gradually grew in popularity and the first four 
eases treated at St. Luke’s Home were reported 
in a paper of which Boynton was co-author, and 
in which the apparatus devised by him was 
described and illustrated. This paper was pub- 
lished in the Arizona Medical Journal of April, 
1914. Copies of this equipment were made for 
and used by at least a half dozen Phoenix physi- 
cians for the next ten vears or more, the empty 
bottles being sent to the laboratory where Boyn- 
ton was director, to be sterilized;and_ refilled 
with nitrogen. This naturally ceased when it 
became generally accepted that ordinary air 
served the purpose just as well. 

By 1914, the demand for a general laboratory 
service more accessible to the doctors in Phoenix 
became so insistent that the resident physician 
(Dr. Watkins) and Mr. Boynton purchased the 
Laboratory of St. Luke’s Home, moved it into 
the city and launched the first clinical and 
X-ray laboratory in the state, under the name 
of ‘‘Pathological Laboratory.’” In June, 1914, 
Mr. W. J. Horspool entered the organization 
as a co-partner and business manager, and in 
1918, Dr. H. P. Mills joined the group as 
pathologist, since which time it has continued 
as an equal partnership of the four men. 

At many times and in countless ways, Mr. 
Boynton has served individual doctors and or- 
ganized groups. His combined knowledge of 
bacteriology, the major for his B. S. degree 
from Yale, and of chemistry, in which he re- 
ceived his M. S. degree from the same school, 
made him an invaluable adjunct to the older 
practitioners whose knowledge in these sub- 
jects was slight. During his thirty years of 
service, more than a quarter million Wasser- 
mann tests have passed under his eye, and the 
complement fixation tests for tuberculosis ex- 
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ceed fifty thousand. These last mentioned tests 
were started as one of the first research projects 
of the Laboratory while at St. Luke’s Home, 
using antigen secured from Dr. Carl von Ruck 
of Asheville, N. C. The test was continued as a 
routine on all St. Luke’s patients, after the 
laboratory moved into the city, and has been 
adopted as a routine part of the blood survey 
on private patients by several of the chest spe- 
cialists in Arizona. The first 6,500 reactions 
were reported in a paper of which Boynton was 
co-author, published in the Journal of the A. 
M. A., October 2, 1920. 

Another outstanding service by Boynton was 
his collaboration with Dr. G. C. Lake, of the 
United States Public Health Service, in the in- 
vestigations of the malta fever epidemic in 
Phoenix in 1922. The presence of this infec- 
tion in an unusual number of people had been 
detected by Boynton when he began on his own 
initiative checking, for undulant fever, blood 
specimens sent to the laboratory for other tests, 
especially typhoid fever. The investigations of 
Dr. Lake and Mr. Boynton brought to light 
twenty-two definite clinical cases and many 
others with positive reactions, but without con- 
elusive clinical symptoms. The source of the 
infection was located and abated. This work 
was reported in a joint paper with Dr. Lake, 
in the Journal of the A. M. A. of November 5, 
1927. 

Under Boynton’s direction, the clinical lab- 
oratory department of the Pathological Labora- 
tory served the City of Phoenix and Maricopa 
County as the laboratory department of their 
respective health services for more than twenty 
years. 


In the Phoenix Rotary Club, Clarence Boyn- 
ton’s classification was bacteriologist and he 
was affectionately known as ‘‘Bugs’’ or ‘‘Doe’’ 
in all the service clubs of the state. 

Shortly before coming to Arizona, Clarence 
Boynton was married to Miss Mariquita An- 
thony of Jamestown, R. I. Four sons were born 
to them in Phoenix, three of whom are now in 
the armed services, the youngest being with 
Mrs. Boynton in Phoenix. In them Clarence 
Boynton’s ideals of service will continue to live. 

The funeral services on February 4th taxed 
the capacity of the mortuary chapel and over- 
flowed into adjoining rooms where a_ public 
address system brought to sorrowing friends 
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the eloquent tribute of Rev. Fred Line, pastor 
of the First Congregational Church, in which 
Boynton and his family were pillars of strength. 
Six organizations were represented by active 
and honorary pallbearers, these being chosen 
as witnesses to his major interests; these were 
the Boy Scouts, Masonic Orders, Rotary Club, 
Congregational Chureh, the Medical Profession, 
and the Pathological Laboratory. All of these 
have felt the impact of his devoted service and 
inspiring personality, and none more so than 
the medical profession. Clarence N. Boynton’s 
life of service is his valedictory, and we will 
ever remain indebted to him. 

—W. W. W. 


EL PASO COUNTY (TEXAS) 
MEDICAL SOCIETY 
(W. John Pangman, Associate Editor) 


At regular meeting of the City-County Hospi- 
tal Staff, January 20, 1943, the program was: 

Septic pneumonia with diagnostic difficulties, 
—Case presentation by Dr. Gordon, discussion 
by Drs. Rawlings and Wilcox. 


Two pioneer El Paso physicians have passed 
on recently. They were Dr. Hugh White and 
Dr. H. T. Safford. 

Both practised in El Paso for many years. 
They were active in the affairs of organized 
medicine as well as giving generously of them- 
selves in civic matters. They belonged to num- 
erous societies concerned with their specialties. 
Dr. White was a general surgeon. Dr. Safford 
practised anesthesiology. 


Dr. Samuel D. Swope has received a letter 
stating that he has been awarded a certificate 
of membership by the American Board of Psy- 
chiatry and Neurology ‘‘on the basis of training 
and experience.’”’ 

Dr. Swope has practised in El Paso for 20 
years. Prior to this time from 1895 he practised 
in New Mexico. He served in the last war as 
surgeon for a machine gun battalion, and saw 
service in Europe. He entered as a Lieutenant 
and attained the rank of Major. 


Dr. Gerald Jordan, recently commissioned as 
Major, Medical Corps, Army of the United 


— 
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States, has reported to San Antonio for active 
duty. 


Dr. Mott Rawlings has undertaken sponsor- 
ship of the new blood bank at City-County Hos- 
pital. 


NEW MEXICO MEDICAL SOCIETY 
(L. B. Cohenour, Associate Editor) 


DR. STOFER DIES 

Dr. J. W. Stofer, a resident of Gallup for 
a third of a century, who retired from practice 
last year because of a breakdown in health, died 
in the State Hospital at Las Vegas, N. M., at 
the age of 62 years, after an illness of six 
months. 

He was buried in Gallup after the arrival of 
Mrs. Stofer from California, where she has 
been with her sons, John and Williard, for some 
time. 

Dr. Stofer came to Gallup first as company 
physician for the Victor American Coal Com- 
pany, at Heaton. He left there in 1916 and 
was in Colorado for a time, but returned here 
during the First World War and took over the 
practice of Dr. W. B. Cantrell, who had entered 
service. He remained here after the war, set- 
ting up his own practice. 

He was a member of the staff of St. Mary’s 
Hospital of the American Medical Association. 
the New Mexico Medical Society, McKinley 
County Medical Society, and a fellow of the 
American College of Physicians. He was active 
in the Masonic Order, holding membership in 
Lebanon Lodge No. 22, Navajo Chapter No. 18, 
the Shrine, and Baldwin Commandery No. 12, 
Knights Templar. 


COMMUNICATIONS 


February 15, 1943 
Sir: 
Will you please publish a notice in your 
next issue to the effect that the $500 Research 
Prize annually offered by the American Uro- 
logical Association will not be awarded this 
year. 
The Government has again discouraged the 
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holding of medical conventions, except those 
primarily of military interest—and at these 
there is to be a ban on social events. Under 
the circumstances, plans for the June meeting 
of the Ameriean Urological Association in St. 
Louis have been cancelled. 

Yours very truly, 

Miley B. Wesson, M. D. 
Chairman, Committee on Research 
American Urological Association 


MISCELLANY 


THE COUNTY SOCIETY 


The responsibilities of the county medical so- 
ciety are always great but become even greater 
in a time of emergency. The county societies 
never have needed to be more alert to and in 
touch with the medical needs of the county 
than at the present time. The society should 
set the standards for medical service and be 
the source of scientific information and advice 
not only to its members but to the publie in 
the county. The county society holds an im- 
portant place in medicine and in the nation 
at all times but it is emphasized in any time 
of emergency as in wartime. 

More than ever before the county society 
should include in its membership all reputable 
physicians within its province and it should be 
strongly organized. 

The importance of the county society and 
the continuation of meetings of county societies 
during wartime was stressed by Col. Fred W. 
Rankin, President of the American Medical 
Association, in an address before the Annual 
Conference of Secretaries and Editors of State 
Medical Associations in Chieago on November 
20 and 21. Many national organizations of 
physicians and also some state associations have 
cancelled their annual sessions during 1943, 
necessitated by the difficulties of transportation 
and the considerable demand on the time of the 
physician. Colonel Rankin pointed out that 
such reasons do not prevail in regard to meet- 
ings of county medical societies. 

Colonel Rankin stated that the county medical 
societies are the organizations must concerned 
with the planning and support of the work of 
many agencies concerned in the war effort and 
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that requests of the Red Cross, the county and 
state health departments, the welfare agencies, 
the groups charged with the organized treat- 
ment of venereal disease, the care of the crip- 
pled and the tuberculous and of other agencies 
which undertake important responsibilities dur- 
ing the emergency go to the county medical so- 
ciety. The county medical society also has 
the responsibility for recommendations to the 
Procurement and Assignment Service, the or- 
ganization of civilian defense, the blood donor 
program and, sometimes, recommendations on 
the rationing of tires, gasoline, fuel and food. 

Moreover, physicians require during this 
time, perhaps more than at any other, the men- 
tal stimulation of interchange of medical in- 
formation. It is more important than ever 
that at the present time county medical societies 
be most active and supplement as far as possible 
the work of national associations. 

—J. Mo. St. Med. Assoc. 


“FOUNDATION PRIZE” OF THE 
AMERICAN ASSOCIATION OF 
OBSTETRICIANS, GYNECOLOGISTS 
AND ABDOMINAL SURGEONS 


(1) ‘‘The award which shall be known as 
‘The Foundation Prize’ shall consist of 
$150.00.’ 

(2) ‘‘Eligible contestants shall inelude only 


(a) interns, residents, or graduate students in 
Obstetrics Gynecology or Abdominal Surgery, 
and (b) physicians (with an M. D. degree) who 
are actively practicing or teaching Obstetrics, 
Gynecology or Abdominal surgery.’’ 

(3) ‘‘Manuseripts must be presented under 
a nom-de-plume, which shall in no way indicate 
the author’s identity, to the Secretary of the 
Association together with a sealed envelope bear- 
ing the nom-de-plume and containing a card 
showing the name and address of the contes- 
tant.’’ 

(4) ‘‘Manuseripts must be limited to 5000 
words, and must be typewritten in double-spac- 
ing on one side of the sheet. Ample margins 
should be provided. Illustrations should be 
limited to such as are required for a clear ex- 
position of the thesis.”’ 

(5) ‘*The successful thesis shall become the 


property of the Association, but this provision 
shall in no way interfere with publication of the 
communication in the Journal of the Author’s 
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Unsuceessful contributions will be re- 


choice. 
turned promptly to their authors. 

(6) ‘*Three copies of all manuscripts and il- 
lustrations entered in a given year must be in 
the hands of the Secretary before June Ist.”’ 

(7) ‘*The award will be made at the An- 
nual Meetings of the Association, at which 
time the successful contestant must appear in 
person to present his contribution as a part of 
the regular scientific program, in conformity 
with the rules of the Association. The success- 
ful contestant must meet all expenses incident 
to this presentation.”’ 

(8) ‘‘The President of the Association shall 
annually appoint a Committee on Award, which, 
under its own regulations shall determine the 
successful contestant and shall inform the See- 
retary of his name and address at least two 
weeks before the annual meeting.’’ 

JAS. R. BLOSS, M. D. 
Secretary. 

418 Eleventh Street, 
Huntington, W. Va. 


AMERICAN BOARD OF 
OPHTHALMOLOGY 
1943 Examinations 
New York City, June 4th and 5th; Chicago, 
October 8th and 9th. 
Candidates will be required to appear for 
examination on two successive days. 
WRITE AT ONCE FOR FORMAL APPLI- 
CATION BLANKS TO: 
Dr. John Green, Secretary, 6830 Waterman 
Avenue, St. Louis, Mo. 


WAR SESSIONS ANNOUNCED BY 
AMERICAN COLLEGE OF SURGEONS 
New developments in military and civilian 

medical and hospital service will be brought to 
members of the medical profession at large, and 
hospital representatives, through a series of 
twenty War Sessions, beginning March 1, to be 
held throughout the United States under the 
sponsorship of the American College of Sur- 
geons with the cooperation of other medical 
organizations and the Federal medical services. 

The schedule: 

Tuesday, April 6, Denver, Colorado, New 
Mexico, Wyoming, Cosmopolitan Hotel; Friday, 
April 9, Salt Lake City, Utah, Idaho, Utah 
Hotel; Tuesday, April 13, Los Angeles, South- 
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ern California, Arizona Biltmore Hotel; Fri- 
day, April 16, San Francisco, Northern Calif- 
ornia, Nevada, Fairmont Hotel; Tuesday, April 
20, Seattle, Washington, Montana, Oregon, 
British Columbia, Olympic Hotel. 

Dr. Irvin Abell, Chairman of the Board of 
Regents of the College, in announcing the War 
Sessions, said that although participating states 
and provinces for each meeting have been de- 
signated to facilitate arrangements, there will 
be no geographic restriction on attendance, and 
those who plan to attend may select the place 
and time which are most convenient. 


The American College of Surgeons cancelled 
its 1942 national meeting and is holding in 
abeyance plans for a Clinical Congress in 1943, 
in the meantime offering the regional meeting 
plan provided by the War Sessions to save 
the time of the doctors and other personnel, 
and to minimize transportation difficulties, 
without sacrificing unduly during wartime the 
educational and stimulative benefits of medical 
assemblies. 


BURROUGHS WELLCOME & CoO. 
RECEIVES ARMY - NAVY 
PRODUCTION AWARD 

In recognition of outstanding achievement on 
the production front, the employees of Bur- 
roughs Welleome & Co., Manufacturing Chem- 
ists in Tuckahoe, New York, have been presented 
with the Army-Navy ‘‘E*’ Award. 

Burroughs Welleome & Co. produces immense 
quantities of medicinal preparations as well as 
first aid equipment for our armed forees all 
over the world. 

The resources of this world-wide organization, 
its scientific staff, modern equipment, labora 
tories and associated scientific institutions for 
research are pledged to the allied cause of win- 
ning the war. 


SERVICEMEN IN TRANSIT GET 
CANTEEN 
‘*Heart Warming,’ Says Governor of 
Red Cross Service In Arizona. . 
PHOENIX, Ariz.—Constructed with donated 
equipment, materials and labor, the Red Cross 
Serviceman’s Canteen at Union Station was 
opened with a ‘‘house warming and a_ heart 
warming, 
The designation ‘‘heart warming’’ was that 
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of Governor Sidney P. Osborn of Arizona, who 
said: ‘‘You who have sons flying in bombers 
over Europe or fighting in the dank jungles of 
the South Pacific are going to be happy that 
there will be a room here to take care of some 
other parents’ children, and your hearts will 
be warmed by the thought that in other far- 
away places other people are doing the same for 
your boys.”’ 

H. B. Wyman, chairman of the Maricopa 
County Red Cross chapter, presided at the offi- 
cial opening. Mrs. William B. Beveridge, chair- 
man of the Red Cross canteen committee, laud- 
ed the canteen ‘‘as the only one of its kind 
west of the Mississippi’’ and told the audience, 
‘*vyou keep the serap rolling and we’ll keep the 
canteen rolling.’”” The Phoenix Salvage Com- 
mittee is turning over all its proceeds to the 
canteen project. 

The new service will be operated on a 24- 
hour basis for the thousands of servicemen pass- 
ing through Union Station. In addition to its 
canteen, the building has comfortable chairs 
and benches, a writing table, cards and paper, 
an information desk and a completely equip- 
ped hospital room for any needing attention. 

The project was undertaken by the Red Cross 
at the request of Col. Fred Logan, Commanding 
Officer of the 9th Service Command for Ari- 
zona. It is specifically designed to serve troops 
in transit. 


NOMINATING DR. de KRUIF FOR A 
SETTEE 

Recently a practicing physician remarked 
that he dared not fail to read the Reader’s Di- 
gest as soon as it appeared, for fear his patients 
would think him ignorant of medical progress. 
Most of the medical articles carried by that 
interesting little magazine are written by Dr. 
Paul de Kruif. Dr. de Kruif is a doctor of 
philosophy, not of medicine; but that does not 
hinder him from expressing medical opinions 
dogmatically and foreefully. In the June issue 
of the Digest for instance, in an article entitled 
“This Summer—Wateh Out for Ticks,’’ he 
gives the mortality of Rocky Mountain spotted 
fever as 80 per cent. Dr. William H. Holmes, 
late Professor of Medicine at Northwestern 
University, says that the death rate varies from 
5 per cent to 20 or 25 per cent, except in Mon- 
tana, where it ‘‘is about 40 per cent;’’ but 
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Dr. Holmes’ statistics are not so attention-ar- 
resting as are de Kruif’s. 

In the September issue of the Digest, Dr. de 
Kruif blithely assures the public that it is now 
possible to cure syphilis in one day—an eight- 
hour working day, at that—by a combination of 
fever and arsenic. According to the Journal 
of the American Medical Association (Sept 5), 
the only foundation for this forthright state- 
ment is an extract from an article on fever 
trerapy by Simpson, Kendell, and Rose, publish- 
ed in the British Journal of Venereal Diseases 
for January-April, 1941. The authors deserib- 
ed the treatment of a few cases by fever and 
mapharsen, but concluded: ‘‘The results of 
this purely experimental undertaking will be 
made the subject of a later report.’’ 

It may be recalled that earlier in the year a 
sure cure for athlete’s foot was given the public 
through this same medical medium. This 
‘‘eure’’ consisting of the application of equal 
parts of camphor and phenol to the affected 
parts, resulted in nasty sloughs in some of Dr. 
de Kruif’s patients. Some years ago, in the 
Ladies’ Home Journal, Dr. de Kruif turned 
tuberculosis expert and advised his readers who 
had tuberculosis that they could all be cured by 
having their lungs collapsed, and that if their 
doctors would not do this for them, it was be- 
cause the doctors were ignorant or because they 
wanted their patients to stay sick in order that 
they might receive larger fees. In this article 
he named seven places in the United States 
where collapse therapy might be had—four in 
his own native state. In North Carolina alone 
there were then at least fifteen institutions and 
twenty-five private physicians equipped to give 
this treatment. 

Was not Oliver Wendell Holmes responsible 
for the mot that a certain Harvard professor 
taught so many subjects that he did not occupy 
a chair, but a whole settee? When one considers 
that Dr. de Kruif has—to his own satisfaction 
at least—qualified as an expert in so many 
medical fields, one is almost compelled to nom- 
inate him, not for a professorial chair, but for a 
settee in some medical school. Who bids for his 
services?—North Carolina Medical Journal, Oc- 
tober, 1942. 


DANGER 
It has come to the attention of physicians in 
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Florida, particularly to those in the Air Corps 
of-the Armed Forces, that there have been some 
fatalities resulting from the use of sulfonamides 
in the treatment of various diseases by civilian 
doctors. It must be understood that there is 
no objection on the part of the Army or Navy 
to members of their forces receiving treatment 
from civilian physicians. It is extremely im- 
portant, however, when sulfonamides are used 
under the direction of a civilian physician, that 
the chief medical officer of the detachment to 
which the patient is attached should be ac- 
quainted with the fact that such treatment is 
being given. This is in order that proper pre- 
cautions may be taken with respect to the ac- 
tivities of the patient during and immediately 
following such period of treatment. It is not 
necessary to name the condition for which the 
person is being treated, merely the fact that one 
or more of the sulfonamides is being used. 

It is a well known fact that these drugs in 
many instances impair judgment, and, parti- 
cularly in the case of pilots, keen, accurate and 
precise judgment is essential. 

A letter is being sent to every practioner of 
medicine in Florida, asking that reports be made 
immediately when sulfonamide therapy be- 
gun for any member of the Armed Forces by a 
civilian physician. Therefore, each member of 
the Association is asked to cooperate with this 
program, and it is felt that this cooperation will 
be forthcoming. Should the attending physi- 
cian suspect that a member of the Armed Forces 
has not given his true name, in an endeavor to 
conceal his condition from the military author- 
ities, there is no reason why he should not ask 
the patient to identify himself. Every member 
of the Armed Forces is required to carry such 
identification at all times. 

—J. Fla. Med. Assoc. 


THE RESEARCH COUNCIL ON 
PROBLEMS OF ALCOHOL 
-ANNOUNCEMENT OF A $1,000 AWARD 
FOR OUTSTANDING RESEARCH ON 
ALCOHOLISM DURING 1943 


1, The research for which the award will be 
granted. must contribute new knowledge, in 
some branch of medicine, biology, or sociology, 
important to the understanding or prevention 
or treatment of alcoholism. 

2. Any scientist in the United States, Can- 
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ada or Latin America is eligible for the award. — 


3. The project may have been inaugurated 
at any time in the past or during the year 
1943, provided (a) that a substantial part of 
the work be carried on during the year 1943, 
(b) that it be developed to a point at which 
significant conclusions are possible before the 
end of the year, and (ec) that a report on the 
work has not been previously announced and 
described before a scientific body or previously 
published. 


4. It is desirable, but not necessary, that 
those planning to work for the award send 
to the Council before March 1, 1943, a statement 
of such intention. If the Council receives such 
information, it can be helpful in the prevention 
of undesirable duplication of effort. If a re- 
search project is conceived and inaugurated 
later in the vear 1943, a statement of intention 
may be sent to the Council at a later date. 


». A report on the work and resulting con- 
clusions must be submitted to the Research 
Council on Problems of Alcohol on or before 
February 15, 1944. The Council will provide 
an outline for use in the preparation of reports. 
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6. The award will be in cash, and will be giv- 
en to an individual scientist whose work is 
judged sufficiently outstanding and significant 
to merit the award. 


7. The Committee of Award will consist of 
five persons—an officer of the American Asso- 
ciation for the Advancement of Science, and 
four representatives of the Scientifie Commit- 
tee of the Research Council on Problems of 
Aleohol. 

8. If the Committee is not convinced of the 
outstanding merit of the research done during 
1943, as described in reports submitted, it may, 
at its discretion, postpone the award until an- 
other year, or until such time as work of such 
merit has been performed. 


The Council will send on request, to any 
scientist, an outline of basic policies governing 
its research program, lists of Council studies 
(completed, under way and contemplated,) and 
information regarding the studies of other agen- 
cies. 

Scientists planning to do research in connec- 
tion with the award may send a statement of 
intention to: The Director, The Research Coun- 


SMITH-DORSEY 
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these products . 


AMERICA, AMPOULES— 

jer In boxes of 12, 25 and 100 
l cc. Ampoule 2,000 units per cc. 
1 cc. Ampoule 5,000 units per cc. 


e 

Solution of Estrogenic Substances (in Peanut Oil) 

Mercy walked with the discovery of the remedial action of estrogenic substances. 

where carefully regulated laboratories produce and distribute 
. . And most of all, where competent physicians—alert to symp- 
toms—administer estrogens for these various conditions: natural and artificial meno- 
pause, gonorrheal vaginitis in children, kraurosis vulvae, pruritis vulvae. 

Supplied as follows by the SMITH-DORSEY LABORATORIES: 


The SMITH-DORSEY COMPANY - - Lincoln, Nebraska 


1 cc. Ampou'e 10,000 units per cc. 

10 ce. Ampcule Vials 5,000 units per cc. 
10 cc. Ampoule Vials 10,000 units per ce. 
10 cc. Ampoule Vials 20,000 units per cc. 
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Missoula Spokane Surgical Supply Company Spokane 
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cil on Problems of Aleohol, Pondfield Road 
West, Bronxville, New York. 


QUESTIONNAIRE 


Maddened the other day by a new question- 
naire that demanded answer (the sixth in line 
on entirely similar subject), we took advantage 
of our moments in high blood pressure to find 
out how the word might be spelled or where 
in the hell the idea of it came from anyway. 
There isn’t enough space in these columns to 
detail all our findings in this etymological, 
anthropological, legal and literary research, 
but the following note may not be without in- 
terest. 

The word is not to be found in any of the 
dictionaries we have at hand, specifically, Web- 
ster’s Svcondary-School Dictionary, New York, 
1913; Roget’s International Thesaurus, New 
York, 1924; Collins,’ Authors’ and Printers’ 
Dictionary, London, 1933; Whitney and Smith’s 
twelve volume Century Dictionary, New York, 
1911; Concise Oxford Dictionary, Oxford at 
the Clarendon Press, 1918; the thirteen volume 
Oxford English Dictionary, Oxford at the 
Clarendon Press, 1933. 


March, 1943 


We nosed out a hot scent in consultation 
with Fowler (Modern English Usage, Oxford, 
1927). He begins in indecision as to whether 
spelling should be questionnaire or ques- 
tion(n)aire. (Personally we don’t give shucks 
—believing as we do in the Elizabethan school 
of orthography.) But Fowler got us back on 
the track by informing us that this fool word 
was the equivalent of the old English question- 
ary. Looking it up, we find that it derives 
from late Latin, meaning ‘‘a torturer or exe- 
cutioner, also an examiner, a judge, a solicitor 
of alms, a begger.’’ That’s enough; except for 
this query: Which of these designations fits the 
author of any questionnaire? what kind of a 
guy is he? and where within the meaning of the 
word, does he live and operate? 


—Cin. J. of Med. 


Invest In America! 


BUY WAR SAVINGS 
BONDS AND STAMPS 


GEORGE TURNER, M. D. 


TURNER’S CLINICAL AND 
X-RAY LABORATORIES 
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CLINICAL PATHOLOGY 
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ABOUT CLAIMS 


vs. ACTUAL DIFFERENCES 
in cigarettes 


HAT value can claims of superiority in a cigarette have 
unless there is a difference in formula or process to justify 
that claim? 

Puitip Morais Cigarettes are made differently. In the clinic as 
well as in the laboratory, the advantages of Puitip Morris have 
been repeatedly observed, repeatedly reported by recognized au- 
thorities in leading medical journals. Yes, Partie Morris claim 


With the current increase in smoking, may we suggest that it is 
more important than ever for your patients suffering from irrita- 
tion of the nose and throat due to smoking to change to PHILIP 
Morris—the one cigarette proved definitely less irritating. 


PHILIP MORRIS 


Morris & Co., Ltp., Inc. 
119 Avenue, N. Y. 


* Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154 
Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60 
Proc. Soc. Exp. Biol. and Med., 1934, 32, 241 

N. Y. State Journ. Med., Vol. 35, 6-1-35, No. 11, 590-592. 


SUPPORT YOUR ADVERTISERS 
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BOOK NOTES 


L. O. DUTTON, M. D. 
(Book Review Editor) 


Mills Bldg., El Paso, Texas 


MEDICAL PROGRESS ANNUAL; Volume III, 1942; A Series 
of Fifty-two Reports on the Recent Accepted Advances in 
Diagnosis and Treatment. Published during 1941 in The New 
England Journal of Medicine; Managing Editor: Robert N. 
Nye, M. D.; Springfield, Illincis and Baltimore, Maryland; 
Charles C. Thomas; 1942. 


This is a book of 678 pages, an index, 52 chap-— 


ters by as many or more authors. Each chap- 
ter is an article written by a specialist in his 
own line on topics such as diagnosis and treat- 
ment. 

Among the subjects and authors are Allergy, 
Especially Drug, by Francis M. Raekemann, 
General Anesthesia by Priscilla Sellman and 
Urban H. Ebersole, Arteritis by Soma Weiss, 
Diabetes Mellitus by Elliott P. Joslin, Howard 
KF. Root and C. Cabell Bailey, Endocrinology— 
the Adrenal Cortex in Health and Disease by 
Joseph C. Aub, Kidney Disease by Reginald 
Fitz, Plasma Proteins in Health and Disease 
by Robert F. Loeb, Thoracic Surgery by Ed- 
ward DP. Churchill and War Medicine—With 


SOUTHWESTERN MEDICINE 


March, 1943 


Special Emphasis on the Use of Blood Substi- 
tutes by Charles A. Janeway. 

For the most part the authors of the articles 
are on the staff of Harvard University Medical 
School; Buffal School of Medicine is represent- 
ed by John D. Stewart on Surgical Care and 
Operative Technique; Physiology is reviewed 
by Hebbel E. Hoff and Recent Developments 
in Aviation Medicine by John F. Fulton of 
Yale University ; Robert F. Loeb is from Colum- 
bia University ; Boston University is represent- 
ed by Harold Jeghers on the subject of Nutri- 
tion and by Sanford B. Hooker on Intra-group 
Hemolytic Transfusion Reactions ; [soimmuniza- 
tion. 

Tracy B. Mallory takes four pages to present 
the essentials of 42 contributions to the litera- 
ture on the subject of pathology. He goes 
especially into the newer developments in our 
knowledge of cirrhosis and the relationship of 
alcohol thereto. 

The fact that the index requires six pages, 
double column, indicates the wide scope of sub- 
jects covered. 


lor a physician who is desirous of keeping 


‘Ampuloids’ 
THEX 


For Parenteral treatment and Prophylaxis 
of Vitamin B deficiencies. 


Each one cc. THEX represents: 
Pantothenic Acid -............. 250 Gamma 

Chlorobutanol 0.5% 


—@— 
Available in ten cc. and thirty cc. 


Ampuloid- Vials 
Intravenous Intramuscular 

INGRAM LABORATORIES, Inc. 


278 POST STREET 
SAN FRANCISCO 


Send for Our 
CATALOG 
of 


Surgical and Laboratory 
Instruments and Supplies 


St’s Free 
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Park Bishop Co. 
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PHOENIX, ARIZONA 


T. T. CLOHESSY, M. D. 


Practice Limited to 
DERMATOLOGY AND SYPHILOLOGY 
X-Ray THERAPY 


620 Professional Bldg. Phoenix 
FRED G. HOLMES. M. D. 

VICTOR RANDOLPH. M.D. 
HOWELL RANDOLPH, M.D. 
Limited to 
DISEASES OF THE CHEST 
HEART AND ALLERGY 
1005 Professional Bldg. Phoenix 


JOSEPH BANK. M. D. 


GASTROENTEROLOGY AND GASTROSCOPY 


1006 Professional Bldg. 


Phoenix 


D. V. MEDIGOVICH, M. D. 


DIPLOMATE AMERICAN BOARD 


Phone 3-6617 


DERMATOLOGY AND SYPHILOLOGY 


905 Professional Building 


Phoenix 


PATHOLOGICAL LABORATORY 


W. WARNER WATKINS, M. D. 
CLINICAL PATHOLOGY 


H. P. MILLS, M. D. 


RADIUM AND HIGH VOLTAGE 
X-RAY THERAPY 


507 Professional Bldg. 


Phoenix 


E. A. GATTERDAM. M. D. 
ALLERGY 


910 Professional Bldg. 


Phoenix 


Medical«Dental 
Finance Bureau 


GEORGE RICHARDSON, Pres. 
407 Professional Bldg. Phone 4-4688 Phoenix, Ariz. 


An Ethical Financia! Service for Your Putients--Founded 1936 


ALBUQUERQUE, NEW MEXICO 


LOVELACE CLINIC 


W. R. LOVELACE, M. D. 
E. T. LASSETTER, M. D. 
J. D. LAMON, Jr.. M. D. 
L. M. MILES, M. D. 
W. H. THEARLE, M. D. 
H. L. JANUARY, M. D. 
P. A. DUFF, M. D. 
H. E. HICKMAN, M. D. 
J. W. GROSSMAN, M. D. 
T. H. GALLIVAN, M. D. 
0. S. CRAMER, M. D. 
Cc. F. F°SHBACK, M. D. 
D. A. McKINNON, Jr., M. D. 


301-326 First National Bank Bldg. Albuquerque 


JOHN W. MYERS, M. D. 
F. A. P. A. 


PRACTICE LIMITED TQ NEUROPSYCHIATRY 


DIPLOMATE AMERICAN BOARD 
PSYCHIATRY AND NEUROLOGY 


514 First National Bank Bldg. Albuquerque, N. M. 


A CONVENIENT LIST FOR THE PHYSICIAN 


WAYLAND'S 
PRESCRIPTION PHARMACY 
“PRESCRIPTION SPECIALISTS” 


BIOLOGICAL PRODUCTS ALWAYS READY 
FOR INSTANT DELIVERY 
PARKE-DAVIS BIOLOGICAL DEPOT 
MAIL AND LONG DISTANCE PHONE ORDERS 
RECEIVE IMMEDIATE ATTENTION 


Professional Bldg. Phone 4-4171 


Phoenix 


TUCSON, ARIZONA 


LUDWIG LINDBERG, M. D. 


CANCER AND ALLIED DISEASES 
THERAPEUTIC RADIOLOGY 


23 East Ochoa St. 


Tucson, Arizona 


DORSEY-BURKE DRUG CO. 


PHOENIX’ QUALITY DRUG STORE 


RELIABLE PRESCRIPTIONS 
FREE DELIVERY 


Van Buren at 4th St. Phoenix 


Phone 4-561] 


SUPPORT YOUR ADVERTISERS 


87 
PRESCRIPTIONS COMPOUNDED =f SUBSTITUTION BY THESE 


88 SOUTHWESTERN MEDICINE 


abreast of the advances in scientific medicine 
this is a‘‘must’’ book. 


The publisher has done a superb job. The 
only adverse criticism I have of the book is that 
its actual weight makes it not an easy one for 
bed-reading. 

—O. H. B. 


New and Nonofficial Remedies, 1942 containing descriptions 
of the articles which stand accepted by the Council on Phar- 
macy and Chemistry of the American Medical Association on 
January 1, 1942. Cloth. Price, postpaid, $1.50. Pp. 671— 
XCVII Chicago: American Medical Association, 1942. 

An important feature of this new volume of 
New and Nonofficial Remedies is the radical re- 
arrangement it has undergone. It is believed 
this will make the contents more accessible and 
therefore more valuable to the physician or 
other interested readers. Heretofore, the classi- 
fication of products has been basically that of 
chemical relationship—the new arrangement is 
primarily according to therapeutic use, chemi- 
eal classification being introduced by means of 
subheadings. 


The book fulfills its function of establishing 
ehemical standards for new and_ nonofficial 


Sterile Shaher Packages Sulfanilamide 
H.W8D. 


Our total output of 5 gram Sterile Shaker 
Packages of Crystalline Sulfanilamide, 30-80 
mesh, developed by our research staff in co- 
operation with military authorities for the 
treatment of wounds in combat zones, has 
previously been requisitioned for military needs 
(totaling more than thirty million packages). 

Completion of our new Sulfanilamide Divi- 
sion plant ahead of schedule and the resulting 
increased production has now made it pos- 
sible for us to supply these packages for civ- 
ilian medical use. 

We will now accept orders for Sterile Shaker 
Packages of Crystalline Sulfanilamide. 

The package will be available only by or 
on the prescription of a physician. 


Complete information and prices on request. 


HYNSON, WESTCOTT & DUNNING, INC. 
Baltimore, Maryland 
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preparations which the Council has found to be 
useful or to give adequate promise of usefulness 
in the treatment or prevention of disease. It is 
a reliable guide to the most recent advances in 
therapeuties. 

Among the newly accepted drugs are: Acetyl- 
Beta-Methyleholine and the proprietary brand, 
Mecholyl Chloride, proposed for use by ionto- 
phoresis, orally and subcutaneously as a para- 
sympathetic stimulant: Adrenal Cortex Extract 
for parenteral use in the treatment of Addison’s 
disease or of adrenal insufficiency of other types 
as well as prophylactically in surgical pro- 
cedures involving the adrenal cortex ; Aluminum 
Hydroxide Gel with the proprietary brand, 
Creamalin, for oral use as an adjunct in the 
treatment of peptic (gastric and duodenal) 
uleer; and Normal Human Serum and Normal 
Human Plasma. 

Others worthy of mention are: Cyclopropane, 
another general anesthetic, now included in the 
U.S.P.; Amyleaine Hydrochloride, another pro- 
prietary local anesthetic and Pernoston Sodium, 
the sodium salt of the previously accepted pro- 
prietary barbital. derivative, Pernoston. 
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used for members benefit 
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400 First National Bank Building - Omaha, Nebraska 
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speeding war supplies to our overseas battle 
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Your cooperation in this job helps to 
serve you and our country. Please don’t 
make unnecessary Calls. 
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